The need for evaluation Studies of consumer opinion almost universally suggest that clients find counselling helpful. There is also the widely held belief that counselling is beneficial and should be available to the troubled and distressed. However, there are a number of reasons why evaluative studies are so essential.
First, studies suggest that some clients may be helped more than others. In times of limited resources, it is essential that evaluative studies should identify those patients who can benefit most.
Secondly, it is a common finding that there is greater variance in outcome in treated clients than in untreated controls, suggesting that some individuals are harmed by therapy. Individuals develop their own personal social networks with families and friends and have built up their own coping strategies. Therapy may alter these coping patterns and social networks, leaving the individual less able to manage when the counselling terminates. Clinical trials should aim to identify those patients most likely to be harmed.
Thirdly, there are a wide range of therapies ranging from behavioural approaches to psychoanalysis. It is important to know which therapies benefit which types of patients as well as assess their acceptability.
Fourthly, in terms of training and manpower needs, it is important to know what level of skills, training and expertise are necessary for benefit to occur. Some clients may benefit most by the setting up of a selfhelp group with little professional input, while the seriously disturbed client will need skilful handling.
Most of the studies described in this paper will be examples of clinical trials carried out in general practice. It will use the term counselling in the broadest sense, including the work of psychologists, social workers and nurses. The list is not intended to be exhaustive, but will include many of the major studies carried out in this setting.
Difficulties in undertaking research in this area
We are at an early stage in refining our evaluation techniques and all the studies included in this paper are flawed in some way. It is important to be aware of the many difficulties involved so that we can evaluate the merits of the studies themselves.
First of all, there are major problems in trying to assess effectiveness and improvement. To evaluate a treatment, assessments need to be made both before and after treatment, preferably by a researcher unaware of the actual treatment received. But how do measure improvement? Can it be measured by assessing the amount of GP involvement and a reduced drug bill or by a change in the clients' physical and mental health or by both? The effectiveness of marriage guidance counselling, for example, should not only be measured by a reduction of couples' divorcing. Counselling may, for example, ease the process of a couple separating from a destructive relationship.
Measures of outcome should include objective ratings, this can include criminal offences, health records and measures of illness behaviour, for example, attendance rates and psychotropic drug taking. Details of health changes in other family members may also be important. Prescriptions, however, are not always a valid assessment of change, as GPs may prescribe less if they know that the patient is receiving counselling.
The majority of studies also include details taken during an assessment -this should include social, psychological/psychiatric ratings as well as estimates of physical and psychosomatic symptoms. Details of alcohol and drugs intake can also be collected. The actual instruments used have to be chosen carefully. Many studies have been criticized on the grounds that the instruments were not sensitive enough to measure the subtle changes occuring after counselling.
More subjective assessments is also important, the views and opinions of clients, their relatives and other professionals involved. Although most clients will indicate that they were satisfied with the help received, studies of clients' views often yield insights into what clients find most or least helpful.
There is also the problem of when to reassess clients after treatment. Studies with short follow-up assessments are often criticized because certain therapies do not have an immediate effect. However, reassessments after a more lengthy follow-up period are usually difficult to carry out, yielding more drop outs. In addition, a longer follow up period might miss short term treatment effects. Studies with more than one follow-up assessment are usually to be recommended.
Conducting cost effective analyses is also difficult. A full cost effectiveness analysis should try to estimate the costs of any improved healthiness and well-being. However, in practice, benefits are often only measured in terms of tangible outcomes such as reduced prescriptions and less time spent by the doctor. However, attachments are more likely to be successful when doctors spend time discussing clients with the counsellor. Unfortunately, quality of care is more difficult to cost than quantity.
Finally, the need for a control group in these studies cannot be overemphasized. Many patients get better, resolving their problems without outside help. Studies have found that high proportions of depressed and 0141-0768/90/ 040253-05/$02.00/0 © 1990 The Royal Society of Medicine The evidence in general practice Table 1 gives a summary of the research discussed.
Counsellors A growing number of counsellors have been recruited into general practice. Some work voluntarily, some privately, others are paid as ancilliary staff. Relate (marriage guidance) also have a number ofcounsellors attached to general practices or based in health centres.
Subjective accounts suggest that the attachments of counsellors work well, with much consumer and GP satisfaction. Studies have indicated that after cessation of counselling, clients make fewer visits to the doctor, fewer psychotropic drugs are prescribed and fewer referrals made to psychiatrists-, More sophisticated studies, however, have not found such positive results. In one clinical trial carried out by Ashurst and colleagues, 726 patients from general practice were randomly assigned to counselling or to routine GP treatment". These patients were aged between 16 and 65 years, had consulted their GP for a neurotic disorder and high proportions had been prescribed psychotropic drugs. The two counsellors generally favoured a non directive approach and made use of a number of counselling techniques. While high proportions of clients valued the help received, there were no striking differences in outcome between groups, although the authors felt that some individuals benefitted considerably. One of the flaws with this pioneering study was that some clients did not specifically want counselling help thus possibly reducing treatment effects.
Another study, carried out in Sydney, Australia, compared the outcome of three randomly assigned groups of patients aged between 18 and 65 who had had persistent psychological symptoms for at least 6 months". In one group, patients received eight weekly half-hour sessions of brief problem orientated dynamic psychotherapy from a trained psychotherapist. Another group received the same number of appointments from their family doctor, while the third group received no additional therapy. No differences were found between groups in outcome scores measuring symptom severity, social dysfunction, physical disability or medication.
The third study carried out by Martin and Martin'' was not a clinical trial as such. They compared the outcome of a group of patients receiving counselling with a matched group of patients drawn from the agesex register. They found no differences in attendance rates and psychotropic drug prescription. The study is flawed as the controls were only matched according to age and sex and not by social/psychological characteristics. These authors also examined the medical notes over a number of years to find out if having a counsellor had affected their own behaviour but they found very little evidence of change.
Community nurses
Nursing staff are the most commonly attached professional to general practice, including health visitors, district and practice nurses. In recent years, there has been a rapid increase in community psychiatric nursing. In 1985, there were 3000 CPNs in the United Kingdom while the projections are for 4500 in 1990 and 7500 for 1995 6 • General practitioners are the largest group referring patients to CPNs, including those with psychotic, neurotic and other mood disorders.
Subjective accounts are very positive-", In addition, three randomized controlled trials have shown clinical and economic benefits. In the first study, CPNs working in the community were compared with routine outpatient psychiatric treatment. Patients were followed up three times over 18 months". No differences were found between the services on symptoms, social adjustment or family burden. However, patients seeing CPNs were more satisfied and were less likely to see psychiatrists and others, resulting in more discharges. There was only a small increase in contact with general practitioners for prescribing.
The second study'" involved nurse therapists with special training in behavioural psychotherapy. Patients with phobias, habit disorders, sexual dysfunctioning and obsessive-compulsive disorders had a better outcome post treatment and one year after receiving therapy than those receiving routine GP treatment. In addition, the controls who had not improved after one year were then given behavioural treatment if they desired. Patients receiving therapy made significant improvement while no gains were made in the dropouts or refusers of treatment. Cost benefit analyses suggests that benefits (less time off work and less use of health resources) outweighed the costs of employing the therapists.
A third study has shown the positive effects of health visitors, trained in Rogerian counselling, in treating women with postnatal depression!'. At 3 months, significant psychiatric improvement (measured by interview and self assessments) was obtained in the group seen by the trained health visitors for eight weekly visits in comparison with the controls receiving routine help.
Clinical psychologists
In 1977, it was estimated that approximately 14% of clinical psychologists work with GPS12. General practitioners refer to clinical psychologists, patients with a wide range of difficulties ranging from anxiety, phobias, depression, psychosomatic conditions and habit disorders. Patients show a high degree of satisfaction with behavioural treatment and studies have shown reduced psychotropic drug prescriptions and fewer consultations'", although these effects may not be longlasting!", However clinical trial evidence is more conflicting with many studies only showing short term effects. In the Robson, France and Bland study, assessments were made initially and on four occasions during the next year. Patients referred to a psychologist improved quicker, made fewer visits to the doctor and received fewer psychotropic drug prescriptions. At one year, however, there were no major differences in outcome between groups because of the continued improvement of the controls. The authors estimated that 28% of the clinical psychologists' salaries could be found from drug economies alone'", Journal of the Royal Society of Medicine Volume 83 April 1990 255 The studies carried out by Teasdale and co-authors'" show similar results with patients receiving treatment improving more quickly but with fewer differences later due to continued improvement of the controls. Earll and Kincey found no differences between groups at 7 months in the majority of ratings used including GP consultation rates. However, patients receiving psychological treatment had reduced psychotropic drug prescriptions during the treatment period and were very satisfied with the treatment received'?
Social workers
The present number of social workers in attachment/ liaison schemes in general practice is unknown. In the 1970s, there was an expansion in this field with over one half of local authorities funding one or more social workers in schemes'", However, many of these schemes have been terminated due to lack of local authority resources.
Consumer studies and subjective accounts-" have been enthusiastic about the value of these schemes. Three trials have been conducted on social work attachments with mostly positive results. The first study found significant differences in outcome between a group of chronic neurotics who had been referred to a special experimental service including a social worker than a control group of patients (selected from a number of different practices) receiving routine care from their GP19. At the end on one year, the experimental group made more improvement socially and clinically, received fewer prescriptions of psychotropic drugs and were considered by their GP to need less medical care.
In the second study, women suffering from acute or acute on chronic depression were either allocated to an attached social worker or referred back for routine treatments", Overall, there was no additional benefit from the social work treatment at 6-month and oneyear follow-up, except for one group. These were women with acute on chronic depression who also had a poor relationship with their spouse or boyfriend. Many also had poor social contacts.
The social workers in both these studies gave practical help as well as counselling and the results of both these studies suggest that practical help as well as emotional support is beneficial. Indeed, studies of clients' views of social work reinforce this finding-s.
In the third study, a crossover trial, depressed patients were allocated to individual cognitive therapy, group cognitive therapy, or a waiting list control group. Those who had cognitive therapy from a social worker did significantly better at 3 months than those on the waiting list. There were no significant difference between patients treated with group or individual cognitive therapy. Unfortunately, no longer term assessment was possible".
The GP as counsellor
Another area which has been poorly researched is evaluating the effectiveness of the GP as counsellor ( Table 2 ). In one study by Catalan and colleagues-s, patients were randomly assigned to either receive a prescription for anxiolytics or another, where they were given brief counselling by the GPs and no prescription. Improvement at one and 7 months were similar in both groups, suggesting that brief counselling was as effective as drugs. The authors suggest that such counselling need not be intensive or specially skilled and concluded that anxiety may often be reduced to tolerable levels by means of explanation, exploration of feelings, reassurance and encouragement-s.
Another study, compared the use of stress self help packages administered by the GP compared with routine GP treatment/". Patients were included in the study if they had stress related psychological problems. At 3 months, greater improvement was found in those receiving the package and this group visited the GP less often for psychological problems.
It has been argued that GPs find it difficult to take on the role of counsellor'" as they are normally directive and practical. However, some patients only want help from someone they know and trust. The major problem for the GP is lack of time for longer sessions. However, even if GPs do offer some form of counselling to their patients, there are still many others needing more time and expertise who would benefit from referral elsewhere.
Meta analysis
A meta analysis of 11 British studies of specialist mental health treatment in general practice has been recently undertaken'", In each study the outcome of treatment by a specialist mental health professional located in general practice was compared with the outcome of usual treatment by general practitioners. The main finding was that treatment by mental health professionals was about 10% more successful than that usually given by general practitioners. Counselling, behaviour therapy, and general psychiatry were similar in their overall effect. The influence of counselling seemed to be greatest on social functioning, whereas behaviour therapy seemed mainly to reduce contacts with the psychiatric services.
Discussion
The most striking feature common to all these groups of non-medical workers lies in the similarity of the range of referrals to each, the number of referrals made annually and client satisfaction.
While the results of the clinical trials are rather mixed, many studies of psychotherapy in other settings have shown more positive results. A metaanalyses of 500 evaluative studies'" indicated that most forms of psychotherapy and counselling produce more improvement than a control group, with a mean effect size of 0.85. However, a subsequent reanalysis of the 32 studies-? which both contained a psychotherapy and a placebo treatment suggested that counsellors were more effective with less disturbed individuals. Results of studies using psychiatric outpatients had essentially zero effect sizes.
The meta-analyses by Smith and Glass failed to show any difference between different forms of treatment, no matter how different they were in philosophy, or procedures, eg group or individual, or according to which disorder was being treated. In the study of counselling mentioned earlier", Ashurst recorded a suspicion that the type of counselling used was far less important than the relationship developed between counsellor and client. More disturbing, however, than the lack of difference in outcome between the psychotherapies is the failure of some meta-analyses to demonstrate any effect of training on outcome. Durlak undertook a box score analysis of 42 studies and found that paraprofessionals achieved results which were equal or significantly better than those obtained by professionala-", Hattie and colleagues reanalysed 39 of these studies using a meta-analysis and found the same results-", However, Berman and Norton did another meta-analysis omitting problematic studies and found that professional and paraprofessionals were generally equal in effectiveness'P, and that professionals were slightly better for brief treatments and older patients.
The lack of difference found between therapies has led some investigators to hypothesize that it is the non-specific effects of the therapy which are important'". Certainly, the lack of evidence of the superiority of certain therapies or training suggests that the counselling roles of all existing professionals in primary carehealth visitors, practice nurses and others -should be carefully considered. Attention should be paid to developing their skills in identification and management of problems and counselling. This does not preclude the role of more highly trained professionals who can be called upon in a consultative role as well as for the referral of more difficult cases. A skilled counsellor or psychologist can only see a few clients each week, the mass of problems in primary care, particularly in deprived areas, indicates the urgent need to train and develop the skills of all workers in this setting.
